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CASE MANAGEMENT TEAM NAME 

ADDRESS 

PHONE NUMBER   FAX NUMBER 
 

HCBS REFERRAL FOR SERVICES 

 

   HCBS Referral     □   HCBS Amendment □ 
 

This is to notify you that the consumer named below has chosen Home and Community Based Services 

from your agency.      
 

Provider: _____________________________________________ Provider No: ______________________ 

Recipient Name: _______________________________________ Phone No: ________________________ 

Address: _______________________________________________________________________________ 

Physician: ____________________________________________ Phone No: ________________________ 

Medicaid ID No: _______________________________________ Date of Birth: _____________________ 

Primary Diagnosis: _____________________________________ Diagnosis Code: ___________________ 

 

PA No. ________________________________ Date Span: ___________________________________ 

 

 

Service 

Procedure 

Code 
Mod 

Current 

Units/Dollars 

Corrected 

Units/Dollars 

 

Effective Date 

  UA    

  UA    

  UA    

  UA    

  UA    

  UA    

 

Comments:  

 

 

 

 

 

______________________________________________ ___________________ _______________ 

Case Management Team Signature    Phone    Date 


